A 58 year old man underwent a laparotomy for intestinal obstruction, which proved to be due to intestinal pseudo-obstruction. Following a slow postoperative course, he was discovered to have a gastric phytobezoar. The association between bezoars and pseudo-obstruction has not been previously described, but might be expected. The gastric phytobezoar could not be fragmented mechanically, but it completely disappeared when enteral feeding was commenced. The possibility of a future role of enteral feeding in this situation is suggested.
Introduction
Gastric phytobezoars, traditional surgical curiosities,' are thought to be largely related to underlying defective gastric motility, such as that seen following gastrectomy.2 They have been successfully treated by removal at gastrotomy, endoscopic mechanical disruption and fragmentation, and dissolution with various agents including papain, cellulase, N-acetyl cysteine and pineapple juice.2 '3 This report describes the resolution of a phytobezoar when enteral feeding was commenced and the association between this bezoar and intestinal pseudo-obstruction.
Case report
A 58 year old male smoker on medical therapy for ischaemic heart disease and end-stage chronic obstructive airways disease presented with a 4 day history of abdominal pain, distension, vomiting and constipation. His abdomen was soft and non-tender but with increased bowel sounds. Radiology was consistent with adhesive intestinal obstruction following the simple closure of perforated duodenal ulcer seven years before. He was therefore managed conservatively. He improved initially, but 5 days later his abdomen subsequently became increasingly distended and tender. Abdominal X-rays confirmed small bowel and proximal large bowel dilatation. Although a diagnosis of pseudo-obstruction was entertained, increasing tenderness prompted laparotomy. At laparotomy the diagnosis of pseudo-obstruction was confirmed. The gastric antrum was felt to be 'considerably thickened', although the area was not directly visualized.
His early postoperative course was uneventful, but on the tenth day he complained of nausea, anorexia and epigastric fullness. An upper gastrointestinal endoscopy revealed a large gastric phytobezoar. Attempted mechanical fragmentation was unsuccessful. Repeat endoscopy and Gastrografin meal demonstrated no change in the bezoar over the subsequent 2 weeks. His symptoms improved sufficiently, however, to allow his discharge.
He was readmitted one month later with an exacerbation of chronic obstructive airways disease. He complained also of early satiety and abdominal bloating -investigations revealed that his bezoar remained. In an attempt to maintain adequate nutrition, enteral feeding with 'Ensure' (Abbott Laboratories Limited) via a fine bore nasogastric tube was commenced. After 4 days the bezoar was shown radiologically to be considerably smaller and to have fragmented. However, the patient's underlying respiratory problems were refractory to treatment and he died 4 together, although such as association might be expected.
The resolution of the bezoar when enteral feeding with 'Ensure' was commenced is potentially valuable. 'Ensure' contains a variety ofamino acids, carbohydrates, fatty acids and vitamins, but none of the standard agents used to treat phytobezoars.2 Its possible mechanism of action is speculative, but it may disrupt gastric mucus covering the bezoar, in a similar way to that suggested for N-acetyl cysteine.5 'Ensure' is readily available in many hospitals. It may have a useful role in the management of gastric phytobezoar.
